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IOWA MEDICAID CRITICAL

INCIDENT REPORT

(Please note: Select Completed ONLY when all investigative activities are complete and resolution activities have been implemented. Otherwise submit

an initial report.) Report Status: [ Initial [] Completed
National Provider Identifier Provider (Name or Agency)
_g 'E Provider Address City State Zip
8w County Phone # Fax #
&! & Reporter Name
(Last) (First) (MI) (Title) (Email)
- Medicaid No: Name: (Last) (First) (MI) HCBS Waiver: [1 Aids/HIV
2 Address City [ 11l & Handicapped [ Brain Injury
éE) State Z|p County D PhySical Dlsablllty D EIderIy
-}% Date of Birth: Member’s Gender:  [] Male [ Female g Children's Ment.al Health
% Case Manager Name: (Last) (First ) Intellectually Disabled (formerly MR)
g (Email) State Plan: Grants:
[ Habilitation [ MFp
Date of Incident: Time of Incident: Jam. [ p.m. [ unknown
The Incident Was: [] discovered [] witnessed
First staff person to learn of the incident: (Name) (Title)
Location where incident occurred: (select one) [J Community [] other Location
[] Member's Home [J community job [] state MHI
[] private residence/household — living alone [ school [] state resource center
[] private residence/household — living with relatives [ day program [ correctional facility / jail
[ private residence/household - living with unrelated persons ] work activity [ foster care/family life home
[ community supervised living [ homeless/shelter/street ] ICF / nursing facility
[ RCF O vehicle O ICF/MR
[1 RCF/MR [1 shopping [ 1cF/PMI
[] RCF/PMI [ dining [ hospital / medical clinic
_E [ assisted living [ recreating [ other
= [ other [ other
g Other People Present ( Provide name of person, initials if a member, and their relationship to the member)
= 1. [Jother member [staff [Ifamily [Jroommate [Jneighbor [Jother, specify
> 2. [Cother member [staff [Jfamily [ Jroommate [Ineighbor [Jother, specify
= 3. Cother member [Jstaff [(dfamily [Jroommate [Ineighbor [Jother, specify
% 4. [CJother member [Jstaff [Jfamily [ Jroommate [Ineighbor [Jother, specify
c
= Services: (select one)
[] Services were not being provided.
[] Service being provided at the time of the incident: W code Service Name
Describe the incident, including Who, What, When, Where, and How. (Describe any preceding circumstances, resulting harm to
people, property damage, and any other relevant information. Include what was observed or heard. Attach additional pages if needed)
Date of Immediate Resolution:
Immediate | Type of Immediate Resolution: (select all that apply) [] resolved by case manager
Resolution

[ resolved by provider staff ~ [] in-patient hospitalization (medical unit)
[ incarceration [ resolved by outside entity
[J out-patient mental health [ treatment by a health care professional

[1 resolved by natural supports
[] emergency room treatment
[ in-patient hospitalization (mental health unit)

Describe the actions taken after the incident occurred to secure the member’s safety.

Guardian: [Jyes []no Guardian notified: [Jyes [no

[] attempted, unable to reach
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IOWA MEDICAID CRITICAL INCIDENT REPORT

Physical
Injury

[

(Please note: Complete the Circumstances section and Physical Injury Type before completing the Injury due to: section.)

Circumstances: (select one) Physical injury occurred [[] to the member [] by the member to another individual.

Physical Injury Type:

Physical injury requiring
physician’s treatment or
admission to a hospital.
(select all that apply)

[ burn

[] dislocation

[ sprain

[] allergic reaction

[ concussion

[ contusion / bruise

[] human/animal bite

[] abrasion

[ laceration

[ puncture wound

[ fracture

[ electric shock

[] eye emergency

[] loss/tearing of body part
[ loss of consciousness

[] poisoning/toxin ingestion
[ other

Injury due to: (select all that apply)
[J Mechanical restraint
[J mechanical restraint for behaviors
[ removal of mobility aids
[1 impair sensory capabilities
[] other, describe

[J Personal harm
[1 aggressive behavior
[ self-mutilation / self injurious behavior
[ suicide attempt
[J PICA behavior / ingestion of harmful substance
[ accidental fall
[1 aspiration / choking
[ seizure
[ vehicular accident
[] assault
[1 other; describe

[] Medication variance by staff
[ wrong dosage
[] wrong medication
[] wrong time
[ documentation error
[ unauthorized administration
[] missed dosage
[1 other, describe

[ Physical / manual restraint
1 movement inhibited
[] take down
[1 prone restraint
[] other, describe

[] Environmental condition
[ fire
[ tornado / storm
[1 flooding
[ unsafe/ unhealthy physical environment
[ social environment
[1 other, describe

[J Medication variance by member
[ wrong dosage
[1 wrong medication
[ wrong time
[1 unauthorized administration
[J missed dosage
[] other, describe

Death

Apparent cause of death: (select one)

[ accident
[] suicide
[] homicide / violence

[] terminal iliness / natural causes
] physical injury condition / situation

[] other; describe

(select one)

] member’s legal residence
[J community

1 community job

[ school

[ crisis stabilization

[1 day program

[] Death of person other than member:

Name

[1 work activity
[ state facility

Relationship to member:

[ hospital / clinic
[ hospice
[1 other; describe

Member’s location at time of death:

Physical address where the member died:
Address:

City:
Physical illnesses/conditions were:

[] diagnosed prior to death
[ discovered at time of death [] unknown

State Zip

Complete if known:

Was an autopsy requested? [] Yes [] No
Was an autopsy performed? [] Yes [] No
Was there a DNR order? [ Yes [J No

Specifically, what were the circumstances surrounding death?

Mental Health

Emergency mental health treatment due to: (select all that apply)

[J condition / situation identified under physical injury
[] condition / situation identified under law enforcement

[] suicidal ideation

[ self injurious / self mutilation behavior without physical injury
[] aggressive behavior toward another without physical injury
[] other, describe

Intervention of law enforcement for: (indicate whether the member was the victim or perpetrator and select all that apply)

Law
Enforcement | [ illegal sexual behavior; O victim O perpetrator [ illegal acts; O victim 0O perpetrator
] possession of illegal / hazardous substances; [ victim O perpetrator [] property damage; 0O victim 0O perpetrator
[ inappropriate sexual advances; O victim O perpetrator ] provoking incident; 3 victim O perpetrator
[] aggressive behavior; O victim O perpetrator [ other; describe O victim O perpetrator
Please specify member’s involvement: Report of suspected dependent adult abuse: (select all that apply)
Abuse Report [ physical injury [1 exploitation

or Restriction

[

Member was the [] victim [] perpetrator

[] sexual abuse

[ denial of critical care

[ self-denial of critical care

Report of suspected child abuse: (select all that apply)

[ physical injury

1 mental injury

[1 sexual abuse

[ denial of critical care

[ presence of illegal drugs

[1 manufacture or possession of a dangerous substance
[] cohabitation with a registered sex offender

[ arrest

[] rights violation

[] cruel punishment

Restriction or confinement: (select all that apply)

[] as identified under physical injury
1 PRN meds for behavior

[] exclusionary timeout

[ seclusion / isolation

Location Unk

Member’s location is unknown by provider responsible for protective oversight. Please describe:
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IOWA MEDICAID CRITICAL INCIDENT REPORT

Incident-specific Resolutions

Staff
Review

[

(Please note: Complete the Staff Review section only if staff issues contributed to the incident.)

Review staff: (select all that apply) Provide staff training on: (select all that apply)
[] increase number of staff [ disciplinary action E rigljt; |

[ increase staff hour [ change staff 0 'ndr']V'd_Ué‘ Ineeds

[] improve team building [] terminate staff behavioral needs

other, describe: [] positive and supportive relationships

O [J communication with member, family and/or other staff
[ staff trained / retrained on equipment use

[ other, describe:

[ increase supervision of staff

[] Resolution following staffing review / training. Describe specifically how action(s) will prevent or diminish the probability of future
occurrence(s).

[J No staffing changes required. Describe how this adverse incident was isolated with a minimal probability of a reoccurrence.

Member
Review

L]

(Please note: Complete the Member Review section only if member issues contributed to the incident.)

Review member: (select all that apply)

[] treatment plan reviewed and/or revised due to behavioral issues

[] treatment plan reviewed and/or revised to reflect member’s goals

[] treatment plan reviewed and/or revised due to cognitive abilities

[] treatment plan reviewed and/or revised due to communication needs

[] treatment plan reviewed and/or revised due to physical abilities

[] treatment plan reviewed and/or revised due to level of need and support

[] treatment plan reviewed and/or revised due to medical / health status, including medication review

[] treatment plan reviewed and/or revised due to unidentified risk or safety issues; safety plan reviewed / modified

[ other, describe:

] Resolution following member review. Describe specifically how revision(s) will prevent or diminish the probability of future occurrence(s).

[] Treatment plan reviewed and no changes required. Describe how this adverse incident was isolated with a minimal probability of a
reoccurrence.

Equip &
Supplies
Review

[

(Please note: Complete the Equipment & Supplies Review section only if their presence, absence and/or condition contributed to the
incident.)

Review of equipment and / or supplies: (select all that apply)

[ necessary equipment needs to be repaired [1 necessary equipment needs to be replaced
[] necessary equipment needs to be purchased [] other, describe

[] Resolution following equipment and supplies review. Describe specifically how this review(s) will prevent or diminish the probability of
future occurrence(s).

[J Equipment and supplies reviewed and no changes required. Describe how this adverse incident was isolated with a minimal probability of
a reoccurrence.

Environ
Review

[

(Please note: Complete the Environment Review section only if the identified condition or circumstance contributed to the incident.)

Review of environment: (select all that apply)

[J member’s physical environment evaluated, and modified if necessary, for safety issues

] member’s physical environment evaluated, and modified if necessary, to increase accessibility

1 member’s interpersonal relationships within their environment evaluated, and accommodated / modified if necessary, for safety reasons
[1 other, describe

[[] Resolution following environmental review. Describe specifically how action(s) will prevent or diminish the probability of future
occurrence(s).

[J Environment reviewed and no changes required. Describe how this adverse incident was isolated with a minimal probability of a
reoccurrence.
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IOWA MEDICAID CRITICAL INCIDENT REPORT

Systemic Resolutions

Systemic
Resolution

[

(Please note: Completion of the Systemic Resolutions section is optional. If you chose to complete this section, please provide a brief
summary with a detailed description of the changes and/or modifications made.)

[] Policy - Reviewed formal written policy or procedure governing the activity, and modified as needed. Staff are able to reference agency
guidelines or protocols.

[] Consistent implementation of policy — Reviewed, and modified as necessary, to assure that verbal instructions are the same as
procedural requirements. Policies and procedures are up to date.

[1 Adequate policy - Policies and procedures are complete, meet regulatory requirements, and are consistent with established standards
and accepted practice expectations. Policies and procedures are clear and concise.

[] Communication and awareness - There is adequate communication re: new policy requirements. Staff and others are aware of
changes or revisions to policy or procedure.

[] Employee screening - There were adequate policy requirements for screening employees. Individuals with established histories of
behavior that could compromise member safety/care — including abuse and neglect — are not working with members.

[] Training - There are adequate policy requirements for training. Staff are required by policy to meet any minimum training
requirements or demonstrate competencies.

[ Fiscal control - There are adequate and consistent policy requirements for the management and control of member funds.

[[] Assessment - There are adequate policy requirements for proper assessment of member health, behavioral, and other critical support
needs and preferences.

[] Planning - There are adequate policy requirements for proper member planning and revision of supports based on changing needs.

[C] Monitoring - There are adequate policy requirements for monitoring services and supports to assure safety, meeting critical needs, and
providing services in accordance with member plans and agency requirements.

[] Documentation - There are adequate policy requirements for member records — including privacy — and documentation.
[] other, describe

[[] Resolution of systemic factor(s). Describe specifically how these reviews and/or assurances will prevent or diminish the probability of
future occurrence(s).

[T No resolution required. Describe how this adverse incident was isolated with a minimal probability of a reoccurrence.

Detailed description:
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